posterior part of the bladder wound had not united, and that a vesico-vaginal fistula, through which a finger could be passed, existed. The supra-pubic wound closed slowly, and the opening into the bladder was kept patent by a tube introduced at intervals. The bladder and vagina were irrigated twice daily through the supra-pubic opening with boracic solution. On Nov. 3rd, thirty-seven days after the operation, the opening between the bladder and vagina was completely healed, and all urine escaped by the aupra-pubio wound. The patient was fitted with a urinal and sent to our convalescent home. On Jan. 4th, 1890, she returned to the infirmary, when it was found that urine still escaped by the side of the urinal tube. There was no recurrence of the growth. On Jan. 18th she was sent home. CASE 2.-E. A. W-, aged seventeen, was admitted into the Leeds Infirmary under the care of Dr. Braithwaite on Jan. 3rd, 1890. Knowing that I was interested in the subject, Dr. Braithwaite kindly transferred her to me. She was delivered by forceps on Nov. 23rd, 1889, after having been forty-eight hours in labour. Since then all urine has passed by the vagina. On examination the perineum wasfound to be lacerated to the anus. There was a vesicovaginal fistula large enough to admit the tip of the index-finger situated immediately in front of the os uteri. On Jan. llth the patient was placed in the inverted position and the bladder opened transversely and fixed to the abdominal wall, as described in the previous case. It was necessarily impossible to distend the bladder. A copper spatula was introduced into the bladder and its superior wall pressed upwards. A small electric light was placed in the bladder against the spatula and the whole of its interior and the fistula were perfectly illuminated. The fistula being fixed and pressed upwards by two fingers of an assistant introduced into the vagina, the edges were refreshed with great facility. Four chromicised catgut sutures were passed through the mucous membrane and the fistula thus completely closed. As a further safeguard the patient was placed in the lithotomy position and four fine silk sutures were inserted, including all tissues except the bladder mucous membrane. The supra-pubic wound was closed in three layers, bladder, muscles, and skin, an opening for a drainage-tube being left in the middle line. The after-progress was in every way satisfactory. On the fifth day the tube was removed, on the eighth she passed a little urine by the urethra, and at the end of a fortnight the vaginal sutures were removed. In less than a month the supra-pubic wound was completely healed, and on Feb. 13th she returned home passing urine naturally, and perfectly restored.
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The operation which I have described above may, I think, be somewhat modified with advantage. I suggest that it be practised as follows :-1. The patient is placed in the inverted position. 2 As the bladder cannot be distended, and as the rectal bag would be of little, if any, use, it is advisable that the peritoneum be removed as far as possible from the pubes. This is best effected by the position adopted. In this position a side light best illuminates the interior of the bladder, or an electric light can be used with most advantage, and thus the subsequent steps of the operation can be carried out with ease and facility. 2. In the two cases which I have described I made, as Trendelenberg advises, a transverse incision. In future I intend making a longitudinal incision through the skin and linea alba, and opening the bladder in the same direction. If necessary, it will be easy to partially divide the recti, and thus obtain more room. It is true that with this longitudinal incision the view obtained of the interior of the bladder is not quite so good, and that manipulation in its interior is not so easy.
On the other hand, my experience of eleven cases of transverse supra-pubic cystotomy has shown me that healing is, as a rule, much slowerwith a transverse than with a longitudinal incision. In cases like the one first related, where a suprapubic urinal must be worn, the transverse incision is certainly inadmissible. The recti, if undivided, form a sort of sphincter and grip the tube introduced into the bladder, thus preventing the escape of urine by its side. If these muscles are divided urine will escape by the side of the tube, thus making the urinal comparatively useless. These remarks apply not only to cases of vesico-vaginal fistula, but to all cases of supra-pubic cystotomy. 3. The bladder support can be changed by a crank which works the upright. We use Verity's patent epicycloidal window holder, which is firm and selffixing for this purpose, and find it convenient. In private practice the patient can be inverted over the top of an ordinary small iron bedstead. must be fixed by sutures to the deeper layers of the abdo.
minal wall. These are easily introduced by large corkscrew needles in handles. The long ends of the sutures are not removed till the operation is finished. They prevent the bladder from being displaced from the abdommal wall, and they serve the purpose of retractors, opening the wound and facilitating a view of its interior. If expedient, a metal spatula may be introduced and used as a retractor with advantage. 4. The edges of the fistula are refreshed, care being taken to remove a complete ring of vesical mucous membrane, and of the bladder and vaginal walls. 5. Fine catgut sutures are passed through the mucous membrane from above, and the patient being placed in the lithotomy position silk sutures are introduced through the vaginal wall from below. In this way the fistula is completely closed by a double row of stitches. 6. The suprapubic wound in the bladder and in the abdominal wall is partially closed, room being left in the middle line for the introduction of a large rubber tube. Supra-pubic drainage must be maintained till the fistula is firmly closed. It is this drainage which is the important factor in this operation. As the bladder cannot become distended, there will be no tension on the sutures which bring the edges of the fistula into apposition, and no tendency for the urine to become infiltrated into the wound. The cystitis which is apt to occur when a catheter is frequently passed or tied in the bladder will not be likely to occur, and if necessary the cavity of the bladder can be kept clean by free irrigation with a weak antiseptic solution. It may consequently be expected that in most cases the operation for the relief of vesico-vaginal fistula following labour will be successful at the first attempt. Case 1 makes me hope that cure may result even in the worst cases, for it shows that a large fistula will close without further treatment if the urine can escape freely through a supra-pubic opening.
In conclusion, it may be asked, Is there any need for this operation ? My experience may be unfortunate, but I have seldom seen a vesico-vaginal fistula closed at one sitting. A small opening is not unfrequently left, and the discomfort of the patient is the same whether the opening is small or large. Not unfrequently the operation must be repeated several times before a perfect result is obtained. I have seen other cases in which repeated operation has failed to give relief. When this occurs the supra-pubic operation should undoubtedly be tried. My small experience does not warrant me in expressing an opinion as to whether it should be adopted in more favourable cases. I THINK that the following case is worthy of being recorded for two or three reasons-viz., the long duration of the symptoms, the smallness of the stone, and the difficulty which may be experienced in finding a stone in the ureter by the lumbar incision. E. A. W-, aged twenty-three years, was first affected by attacks of violent abdominal pain when three years of age. This pain she referred to the lower part of the abdomen on the left side. These attacks recurred since at intervals of about a month. When she was eight years old she had an attack of h&aelig;maturia that lasted for a week. At twenty-one she had another similar attack. Recently the pains have become much more violent and frequent, coming on two or three times in a week. She was admitted into Dorcas ward under the care of Dr. Horrocks, and from that was transferred into Mary ward under Dr. Goodhart. She was carefully examined by both these gentlemen, who found nothing abnormal, Dr. Goodhart being of opinion that she was probably suffering from calculus in the kidney. She was transferred to a surgical ward under my care.
During the period she had been in the hospital she had had several attacks of pain which were very violent in character. She referred it to the left loin and to the lower portion of the abdomen on the same side. Associated with this there was very great irritation in the urethra, which was increased by micturition. The amount of urine passed varied, its average quantity being about 25 oz., and the amount of urea was always small, varying between 86 and 190 gr. in the twenty-four hours. As each attack of pain subsided, there was an abundance of pus present in the urine, which was apparently dammed back during the attack. On Dec. llth the kidney was exposed, and found to be much adherent to adjacent structures. A probe was passed into its pelvis and that cavity was explored thoroughly, without anything being detected. An opening sufficiently large to introduce the finger was then made, when it was found that the pelvis was much dilated, and that, owing to an abnormal arrangement of the upper portion of the ureter, it was not possible to introduce the finger into it. It seemed as if the fold so produced was sufficient to account for the obstruction to the escape of urine from the kidney, and that it was probably some congenital abnormality. The ureter was carefully examined as far as possible through this incision, and by means of a finger in the vagina and in the rectum its lower portion was also explored at the same time. By this means one felt satisfied that every portion of the urinary tract except the small portion of the ureter which intervened between the finger in the rectum and that in the abdomen had been carefully examined; and as the ureter was apparently not dilated in any portion of its course, it was felt unnecessary to open the abdomen to explore the remaining very short length of it, which did not appear to be more than one inch. The apparent kinking ot the ureter at its junction with the pelvis of the kidney seemed at the same time sufficient to account for her symptoms; and as she was passing but a small quantity of urea, Dr. Goodhart felt that we would be incurring too great a risk in removing the damaged kidney. As events turned out, it was fortunate that we did not do so.
The patient recovered rapidly from the operation. For a time she was considerably relieved, but soon the pain returned with its original severity. As she was much debilitated, she was sent home to recruit her strength. As her pain increased steadily she was again sent up by Dr. Osborn of Dover, and admitted under my care on July 5th, 1890. This gentleman felt that as the pain was so severe it was useless to temporise further. Consequently on July 5th the abdomen was opened along the left linea semilunaris, and in the portion of the ureter which had not been explored at the previous operation a small stone was felt. This was forced upwards along the ureter to the crest of the ilium, and by means of a small incision in the side the ureter was exposed and the stone removed. The aperture in the ureter was sewn up by means of a fine continuous silk suture. The wounds healed very rapidly, no leakage taking place from the ureter. The woman has recovered completely, having gained much flesh and lost all her pain and discomfort. The calculus was a small, hard, oval one, about three-quarters of an inch in length, and consisting of alternating layers of uric acid and urates. There was no symptom to lead one to suppose that the stone was in the ureter and not in the kidney, except that, associated with her renal pain, she complained at times of pain in the lower part of the abdomen on the same side, which did not appear to be reflected. THE epidemic from which my notes are taken is one which occurred in some adjacent villages of Dorsetshire in my father's practice, and mainly under his observation during the end of 1889 and the beginning of 1890. It was characterised by a virulence much greater than has been known in any former oubreaks of diphtheria in the neighbourhood, and extended t) 110 cases distributed in three villages with an aggregate population of about 2300. The population of the district is so thin and scattered that it has been unusually easy to trace accurately the source of infection. Investigation almost always showed one and the same mode of communication-remarkable, not only for its being quite independent of other causes, but also for its great activity. There are also other points of interest worthy of remark.
Source OJ infection.-The first victims were some children into whose home a woman had come within two or three days from London; she is known to have come from a house where there had been bad throats, and looked herself anaemic and ill. No source of the disease other than this woman wag discoverable. The sanitary condition of the villages is excellent. Their water-supply is derived from abundant sources, mainly from wells in a chalk stratum, and the users of each and every supply were attacked indif. ferently. No deficient drainage or offensive collection seemed to be in any way connected with the distribution of the disease ; nor indeed was any such discoverable. Attention was early directed to the milk-supply, but a minute examination of its sources proved cleanly that it was free from fault. In more than 90 per cent. of the cases intercourse with infected persons was demonstrable; in the majority there had been some close personal communication, and only then ao a rule was infection given by one member of a family to others. In many cases it was given at school, members of the same class and belonging to different families being consecutively attacked. My brother, in spite of every care, caught it early from attendance on some patients. Thus it will be seen that personal infection only was the means both of the wide dis. tribution of the disease and also of its first introduction into the district. There are certainly many whose experience would supply no ground for a belief that diphtheria is ever so highly contagious, and what I wish particularly to I emphasise is that such epidemics as this one may occur, propagated by personal infection, without the coexistence of any insanitary conditions, and with an activity equal to that of scarlet fever and of small-pox in days of old. Diphtheria in a sporadic form has very frequently been seen in this neighbourhood ; in contrast to this epidemic, it has very often been clearly dependent on insanitary surroundings, and it has rarely proved contagious.
Incubation.-In many cases the period of incubation has certainly been very short-certainly less than thirty-six hours, and sometimes apparently less than twenty-four. Such cases as the following are illustrative :-On March 1st a little girl came back to her home from staying with relatives outside the infected district. Some of the family had suffered during her absence. On the evening of March 2nd she was severely ill with diphtheria. On April 6th an infant was nursed by her sister, who was convalescent from the disease. Till this time they had been kept rigidly separated, although in the same house. Laryngeal diphtheria was established on April 7th. On the night of April 7th a girl aged fourteen, hearing her sick brother fall in his bedroom, went to help him. Previously separation of the sick and healthy had been faithfully maintained in the house. The following evening, twenty hours after, the girl fell ill with the disease. In many other cases where the evidence of rigid separation of the sick is less trustworthy, the circumstances nevertheless point to an equally short period of incubation. The cases cited have to be considered in the light of the fact that the epidemic had no common origin, and that the closer the source of each case is investigated, the more universally does some direct opportunity of personal infection prove to have occurred. Persistence of infection. -Unfortunately no evidence is forthcoming by which a limit can be assigned to the time during which convalescents are infective. Although isolation tor two or three weeks is usually considered enough, the following cases seem to show that even a longer time may be quite insufficient. In one house the first case appeared on Jan. 24th ; quarantine was not relaxed till Feb. 20th, when the patient had been apparently quite well for three weeks, with no symptoms subjective or objective; yet another member of the family was attacked on Feb. 22nd. Again, in a house where the disease reappeared on March 1st, the last case was one which proved fatal on Feb. 4th, and the previous cases dated from Dec. 23rd and 24th. In the case of two children of a gamekeeper, who were seized on March 19th and 22nd, it was ascertained that they had associated a few days previously with a family of children who had been ill in October; their home was far removed from any other dwellings, and the children had certainly not communicated with any other centre of infection. On examination of the throats of the children in the second family, it was found that one of them was red and puffy.
Post-diphtherial inflammatory conditions of the throat.-Dr. Gresswell has dwelt at some length in a report to the Local Government Board on " recrudescence" of diphtheria and 11 sore-throat as a sequel." I have inspected the throats of a large proportion of these cases at varying intervals up to six months after the attack. In no case was any recrudescence observed, but general redness of the fauces associated in many cases with hypertrophy of tonsils or
